displaced the cardiac opacity towards the left, otherwise the spherical shape of the pericardium containing pus can be observed, as also sharpness of outline. Dr. Bruce expressed the opinion that on X-ray examination the appearance presented by the cardiac opacity is sufficiently characteristic when pericardial effusion is present to make the diagnosis of this condition a matter of no great difficulty.
Mr. LYSTER said, in response to the President's invitation, that he had little to communicate, as he had come to learn. He had not had much opportunity of examining pericarditis, but it seemed clear that the definite outline and the spherical shape of the pericardium seen by X-ray examination formed the most marked features. The ordinary movement of the heart could not be seen, especially low down, when there was effusion. He thought he had detected, in one case, that there was some movement at the upper part of the pericardium. But at a previous examination there was no movement of the heart visible at all. He had no doubt it was possible by means of the X-rays to make a distinct diagnosis of even small quantities of fluid within the pericardium.
Dr. F. J. POYNTON said his remarks would be confined to the condition in children; and he had to thank Dr. Owen, of University College Hospital, and Dr. Frew, of Great Ormond Street Children's Hospital, for helping him with the elaborate records which they had prepared. A large pericardial effusion in a child was an exceptional event. Though he was interested in rheumatism, he had not seen a case of rheumatic pericarditis in a child which had needed an operation on account of the amount of effusion. In 1907, in a discussion at the Medical Society of London, he pointed out that pneumococcal pericarditis in children was a disease, to a great extent, of very young children.
He there analysed the records of 100 cases, and found that 66 per cent. of them were under 3 years of age, and 80 per cent. under 4 years. He was not in agreement with those who looked upon that pneumococcal pericarditis as spreading from the lung or pleura; the evidence, in his opinion, was not at all in favour of that. He thought it was frequently a direct infection. One of the most interesting points connected with that form of pneumococcal pericarditis was the length of time that it lasted. The child might have pericarditis for months, judging from the history and the post-mortem details. There seemed to be two main points in the present discussion. The first was as to how often a pericardial effusion Was, by its mechanical properties, a danger to the patient; and the second was how often one ought to drain the pericardium to get rid of the noxious fluid. In pneumococcal pericarditis one should, theoretically, always drain the pericardium if the condition was diagnosed. But when one studied the condition of pneumococcal pericarditis as it showed itself, one found that 15 per cent. of the cases met with had suppurative meningitis, and in 10 per cent. there was suppurative peritonitis. So his own attitude in regard to a doubtful case of pneumococcal pericarditis in an infant was one of great caution; and he did not believe in being in a hurry to explore, because if one were wrong one might kill a patient who was already suffering from a double or single empyema or pneumonia. Over 80 per cent. of those cases in children were associated with either pneumonia or empyema. He did not see much hope for surgery in pericarditis; the best chance seemed to be in the future by serum treatment. He wished, in conclusion, to refer to a branch of investigation which had not received sufficient attention in the discussion-namely, that by experimental investigation. He thought it was a remarkable fact that from the disease which was the greatest cause of heart disease-namely, rheumatism-it was possible to get from the pericardial effusion an organism by which one had proved many of the points now under discussion. One could, in an animal, cause death from a dilated heart without pericarditis, produce pericardial effusion, and show the relations of endocarditis, simple and malignant. Experiment would enable us to stand on much safer ground with regard to the pathology: for example, that dilatation of the heart was not the result of spread of inflammation from an inflamed pericardium, in that it might occur without perncarditis, as emphasized by Dr. Lees, was verified by experiment.
Dr. Box: Primary pericarditis appears to be as rare as is a primary pleurisy. Of the 112 cases collected from the records of St. Thomas's Hospital, pericarditis occurred as an isolated lesion in only two, each instance being in a chronic alcoholic. With these exceptions, the nearest approach to a primary condition is where inflammation simultaneously involves two or more of the great serous sacs without evidence of implication of the viscera; but cases even of this sort are exceptional, and only three or four are recorded among our notes. The combined serous effusions may be simple or purulent, and are mostly pleural and pericardial; but in one instance (suppurative) the peritoneum was involved as well. As a general rule, pericarditis arises in combination with other disease, and accompanies such conditions as acute rheumatism
